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pendulum has swung too far. The de-
pressed patient who responds to a phar-
macologic agent but who continues to
live his/her life in the same fashion re-
mains at risk for a relapse. The assess-
ment of that patient’s lifestyle and the
relative presence or absence of psy-
chosocial support is critical to the future
well-being of the patient. Careful evalu-
ation of how the patient is living and the
changes that should be made to im-
prove the prognosis cannot be rendered
with a prescription for a drug. The criti-
cal assessment of the patient’s environ-
ment and the guidance of that patient to
make changes in the environment are
essential. It is equally essential that the
patient change his/her self-image. If
they do not see themselves as deserving
of love and respect, they will not expect

let alone demand it. If they see them-
selves as only useful to others, but not
worthy, this too will be damaging to the
prognosis. We can see clearly how the
patient-centered and environmentally
sensitive approaches are necessary in a
condition which we do not usually con-
sider to be a chronic, let alone severe
and persistent mental disorder.

Virtually every mental disorder has
some impact on the quality of the pa-
tient’s life. It cannot be a mental illness
without some involvement of thinking
and feeling. When these higher mental
functions are impacted negatively, there
will be a broad range of adaptive conse-
quences. Many of these existed in the
person’s life long before the onset of a
diagnosable illness. Yet, to leave these
components of the clinical syndrome

untreated is a clinical error.
Whether one prefers to utilize a term

other than “rehabilitation” is a question
more of semantics than of meaning. The
ultimate task of the clinician is to im-
prove the quality of the patient’s life,
wherever such improvement can be
made. The clinician’s interventions
should not be restricted to merely the
more severe manifestations of the disor-
der, but also extend to what can be con-
ceptualized as predisposing and/or ac-
cessory features. It is the role of the psy-
chiatrist to fulfill the function of being
both the physiologic and the psycholog-
ic healer. It is only the psychiatrist who
is trained and competent in both areas
and who can bring the mixture of skills
necessary to achieve the maximum ben-
efit for the patient.
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Rössler’s article outlines the future
direction for rehabilitation psychiatry. I
will add some comments on two reha-
bilitation models – one American and
one European – which have proven
successful and are diffusing strongly in
different parts of the world: the psy-
chosocial clubhouse and the social firm.
Though not discussed in Rössler’s arti-
cle, they are likely to play an increasing-
ly important role in psychiatric rehabili-
tation.

Psychosocial clubhouses like Foun-
tain House, in New York City, and
Thresholds, in Chicago, have gained
prominence by establishing a model in
which people with mental illness are in-
volved in running a programme that
meets many of their recreational, social
and vocational needs. In the clubhouse
setting, clients are referred to as “mem-
bers” and work with staff in running
operations – e.g., putting out the club-

house newsletter, preparing and serving
food, and staffing the reception desk.
The clubhouse is open evenings, week-
ends and holidays, providing a refuge
for people who may live in cramped,
cheerless housing. Clubhouses are lo-
cated separately from the mental health
agency, and psychiatric treatment is not
part of the programme. The emphasis
instead is on developing work skills and
job opportunities for the members. 

Fountain House was founded in
1947 by ex-patients of Rockland State
Hospital and for 30 years was the only
one of its kind, enjoying an internation-
al reputation and entertaining hundreds
of visitors each year. In 1976, Fountain
House launched a national training
program and in 1988 a national expan-
sion effort. The International Center for
Clubhouse Development was estab-
lished in 1994 (1). By 2003, there were
over 300 certified clubhouses world-
wide: 191 in the USA, 29 in Scandi-
navia, 23 in Canada, 22 in the British
Isles, and others in Australasia, Japan,
Korea, Germany and Russia (2). 

The diffusion of two successful
rehabilitation models

Foremost among the basic compo-
nents of the clubhouse model is the so-
called “work-ordered day”, a structured
8-hour day in which members and staff
work side-by-side on clubhouse work
units. New members need not volunteer
for work until they feel ready but, being
assigned to a work group upon enrol-
ment, gentle pressure to become in-
volved is ever present. Another crucial el-
ement of the model is the democratic de-
cision-making. Members and staff meet
in open session to discuss policy and
planning; no staff-only or member-only
meetings are permitted. Those who are
familiar with the “therapeutic communi-
ty” model from the 1960s and 1970s will
recognize the rehabilitative potential of
transferring power from treatment
providers to the person with mental ill-
ness in this way. Other components are
employment programs, such as transi-
tional or supported employment, and
community support for members (1,2). 

The attractions of the model for peo-
ple with mental illness, most of whom
are not well-off, include good food; a
comfortable social environment; a
sense of community and mutual sup-
port; empowerment, which flows from
the democratic philosophy; and access
to employment. Observers point to cer-
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Psychiatric rehabilitation is a field
that is over thirty years old, rooted in the
principles of physical rehabilitation,
with its own knowledge base, philoso-
phy and interventions (1-3). Rössler’s
article does an excellent job in reviewing
the basic concepts and characteristics of
psychiatric rehabilitation and some of
the evidence based interventions or pro-
gram models that have, rightly or wron-
gly, come to be associated with it. 

Value based medicine has emerged
as a twin concept to evidence based
medicine and acknowledges the impor-
tance of the patient’s perception of the
relevance of an intervention (4). Value
based practice for individuals with seri-
ous mental illnesses starts with the no-
tion that recovery, or the taking back/

regaining of a meaningful life (1,5), has
become not only scientifically possible
(6), but also is perceived as the relevant
mission for services (6-8). The overall
purpose of a psychiatric rehabilitation
service, as compared to other types of
services, is to contribute to this outcome
by enhancing functioning in a role val-
ued by society and selected by the indi-
vidual (1). The fundamental values of
psychiatric rehabilitation, as integral an
element of the field of rehabilitation as
its evidence base, include the critical
importance of empowerment and
choice, partnership, hope, a focus on an
individual’s strengths and interests as
well as limitations, and an outcome or
results orientation, among several oth-
ers (3,9). 

Whether or not a particular interven-
tion is considered to be a rehabilitation
intervention, therefore, is not defined by
the simple fact that it focuses on skills or
supports for individuals with serious

Identifying psychiatric rehabilitation
interventions: an evidence
and value based practice 

tain weaknesses, however. The club-
house movement has conducted almost
no randomized control trials and con-
sequently has a weak evidence base.
There is, also, a cult-like quality to the
clubhouse movement which, for some
service organizers, is an obstacle to
adoption. 

Social firms are businesses created
with a dual mission: to employ people
with disabilities and to provide a need-
ed product or service. The model was
developed for people with mental ill-
ness in Italy in the 1970s and, by diffu-
sion, has gained prominence in Europe.
In Trieste, Italy, origin of the first social
firms, the annual income of the health-
service cooperatives in 2004 amounted
to $14 million and several additional so-
cial firms had been established by non-
governmental agencies. The Hotel Tri-
tone, one of the original businesses, has
proven particularly successful and a ho-
tel franchising venture is planned. All
office- and street-cleaning contracts for
the municipality of Trieste are currently
awarded to social firms. Over 300 peo-
ple with mental illness are employed in
the Trieste cooperatives as full-wage
workers or as trainees.

The first German social firm was
founded in 1978: by 2005 there were
over 500 such companies in Germany
with a combined workforce of 16,500,
50% being disabled. These non-profit
companies commonly produce foods,
technical products, or services like
moving and house-painting (3). Prior to
1997, there were just six social firms in
Britain. Since then, the number has
grown to 49 financially independent
businesses, plus 70 “emerging” social
firms that still require a subsidy. In 2005,
British social firms were employing over
1,500 people, two-thirds being disabled,
mostly with mental disabilities. Catering
and horticulture are the largest business
sectors (4). Technical assistance provid-
ed by Italian and German support or-
ganizations to Social Firms UK, another
support entity, has fostered this growth
(3). Independent of European influ-
ence, social firms have also developed
in Canada and the US. Virtually all of
the psychiatric work rehabilitation ser-
vices in Toronto, Ontario, are offered

through social firms, and most of these
businesses are operated solely by people
with mental illness. Social firms have al-
so been developed in Japan and Korea,
free of European influence.

The success of individual social firms
is enhanced by locating the right market
niche, selecting labour-intensive prod-
ucts, the public orientation of the busi-
ness, and links with treatment services.
The growth of the social-firm move-
ment is aided by an advantageous legal
framework, policies favouring employ-
ment of the disabled, and support enti-
ties that facilitate technology transfer.
Advantages of the social-firm model in-
clude opportunities for empowerment,
the development of a sense of commu-
nity in the workplace, and worker com-
mitment resulting from the organiza-
tion’s social mission. 

Time will tell if these rehabilitation
models will continue to diffuse at the
same rate as recently. If they do, they
will become substantial elements of re-
habilitation psychiatry in the future.
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